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Abstract 
Our research starts from the assumption that a series of cognitive mechanisms lead to an erroneous estimate of the 
risk of developing certain diseases because of our unhealthy behaviors. Thus, most smokers know the harmful 
effects of their addiction, but they do not want to change their behavior. One reason could be the existence of these 
mechanisms that distort personal risk assessment. Cognitive reframing and the acquisition of new and better-adapted 
behaviors through therapeutic intervention targeting smoking cessation can be seen as an important form of learning 
in adulthood. We will discuss the importance of these findings for adult education. 
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1. General aspects  
Smoking is an expensive habit not only from the perspective of the smoker, but also from that of the society, which has to 
cover most of the expenses caused by the weakened health state of the smoker, (Smith & Umenai, 2000; Pinget et al., 2007). 
However, quitting smoking turned out to be anything but simple, reason for which more and more researchers of this process 
consider it a complex learning process in its essence, (O’Connell et al., 2004; Endo et al., 2009; Lee, Catley, & Harris, 
2012). Moreover, it is worth noting that, whereas at the beginning, researches on teenager samples prevailed, lately more 
attention has been given to researching this phenomenon within university space, (Cheng, Lam, & Ratanasiri, 1989; Field, 
Rush, Cole, & Goudie, 2007; Hsia & Spruijt-Metz, 2008; Araújo, Loukas, & Gottlieb; 2011; Lochbuehler, Voogd, 
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Scholte, & Engels, 2011). The university student seems to be the ideal subject because, unlike the teenagers, he has already 
overcome the period of cognitive immaturity and emotional imbalance. Hence, the findings can be generalized; this way, they 
become relevant for the field of adult education.  
Through our therapeutic intervention among a group of students we wanted to adopt an integrative transtheoretic 
model and motivational for smoking cessation, but also to find out what psychological factors underlying the 
adoption of this behavior. We watched that the students, being already in different stages of smoking (or nicotine 
dependence occasionally), to put into play their own desire to quit this harmful behavior by presenting the benefits 
and disadvantages of smoking by motivation and cognitive scheme the behavior alternatives. We opted for a 
transtheoretic model because it involves a series of interim measures and takes into account the consequences of 
behavioral change, unlike classical theories which usually measures only changes through singular and discrete 
methods. Regarding traditional smoking cessation programs, there are no measuring instruments sensitive to the 
transition from one stage to the other progressive or regressive direction from the pre-contemplation stage to the 
contemplation stage, (Velicer et al., 1995). 
Transtheoretic model proposes instead a series of constructs that creates a multivariate space of the consequences 
of behavior change including sensitive measure of progress along all stages. So, pros and cons are proposed 
constructs of decisional balance, self-efficacy, the temptation or the target behavior, (Velicer, Rossi, Ruggiero and 
Prochaska, 1994). In contrast to the traditional conceptualization of smoking cessation based on the dichotomy: 
smoke - nonsmoker, transtheoretic model conceptualizes behavior change in terms of motivational - change occurs 
via different motivational stages, (Prochaska, DiClemente, Velicer, & Rossi, 1993). As a result, the authors of this 
model are establishing that because of that traditional smoking cessation programs fail, addressing to people already 
in different motivational stages. Majority of the programs are for people who would be in state "action" despite the 
fact that most smokers are in pre-contemplation or contemplation stage. 
Most theories relating to the adoption sanogenous behavior is based on the assumption that people estimated fair 
opportunity to contact a disease and assess the costs and benefits of achieving a preventive behavior, before it 
actually executing. Perception of risk or susceptibility is considered to be an important factor in determining the 
execution of behavior prevention. Most models specific health psychology includes the perception of risk as an 
important condition in the adoption of behaviors to reduce this risk. At the basic level, the concept of perception of 
the risk has the same meaning in all models, being more or less comparable with other similar concepts: 
vulnerability, susceptibility (Frankenberger, 2004). In these models the risk is conceptualized in terms of probability 
and severity of negative consequences. The decisional model is implicit and a normative one, prescribing decision 
rules according to which the action chosen for realization is consistent with the goals, expectations and values of the 
individual. 
From this rational perspective, the risk perception of contacting a disease is reduced to cost-benefit analysis, 
without taking into account other moderating variables involved in perceiving and assessing risk factors (cognitive, 
social, cultural). As a result, traditional models do not adequately describe how people perceive and define the threat 
to their own health. Ordinary individuals do not store knowledge and do not think about illness in terms of 
probability and utility, but think more concrete, specific and categorical rather than probabilistic ("are or not 
vulnerable to disease"), (Kanner, 2005). Some research in the area showed a series of errors in the interpretation of 
correlational research results which supports the motivational hypothesis (the perceived risk as a predictor of 
adoption of preventive behaviors) and described many mechanisms that distort process for the estimation personal 
risk, (Prochaska, Velicer, DiClemente, & Fava, 1988). People relate to the idea of risk to understand and cope with the 
dangers and ambiguous and uncertain situations they encounter. Although the danger is a fact, the risk is not real or 
objective, but a subjective building under the influence of psychological, cultural, social, and contextual. For 
example, the self-regulation model, (Thompson & Schlehofer, 2008) presents the individual as proactively against 
threats to his health. The central elements of the model are: a) the cognitive process for evaluation of the threat, b) 
cognitive response to the perception of this threat c) emotional response to the perception of this threat. 
Cognitive and emotional mechanisms materialize in mechanisms that distort their own risk assessment.  
Perceiving a high level of self-efficacy will determine that individuals to perceive risky situations as controllable. 
For this reason, they do not pay attention to dissonant information and beliefs are very resistant to change and to 
integration of new information sources, (DiClemente, 1981; Bandura, 1982). 
Attitudes also influence the risk estimation. They biased the information process in favor of information’s 
consistency with them. In interaction with the fear of illness, attitudes distort risk-relevant information processing 
and do not allow readjustment beliefs about vulnerability to disease. The distortion of information about risk makes 
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the individual to assign a greater validity than normal. As a result installing cognitive conservatism leads to "self-
entrapment" (new information that is dissonant with the risk assessment performed by the individual are denied) and 
persists even in situations where the individual is confident in his abilities. Along with these elements that distort the 
risk estimation, a characteristic feature of cognitions in relation to health and risk perception is optimism defensive - 
a cognitive particularity that produces variations in judgment and memory costs in order to provide a positive/ 
favorable to in order to provide a positive/ favorable on the particular situation in which the individual is in report 
with the health threats. People show a steady trend to consider themselves less vulnerable than others. Stacy et al. 
(1992), also presents social comparison as a source of distortion in the perception of risk. People engage in two 
types of social comparison processes involving: a) constructive social comparison and b) social comparison realistic. 
Risk estimation is consistently biased by cognitive heuristics that are general principles for reducing of complex 
tasks of judgment to simple mental operations that emphasize certain properties of information and ignoring others. 
Tversky and Kahneman, 1974, have four such heuristic rules: representativeness, accessibility, simulation, 
anchoring and suitability. Representativeness correlates with the probability, but people tend to overestimate this 
correlation. A high degree of representativeness leads to overconfidence in the power of prediction. Accessibility is a 
cognitive heuristic represented by estimating the probability of an event by the ease with which reminded. 
Simulation is a heuristic that occurs also in the state to estimate the probability of a future event and leads to an 
overestimation of the successful implementation of the actual action. The ease with which any consequence can be 
simulated probability becomes the basis for judging them, (Kahneman & Tversky, 1984). Anchoring and suitability 
is another heuristic strategy. Individuals start from a baseline value and its permanent adequate its estimation as 
more information becomes available. But this adjustment is guided by initial expectations where they are anchored. 
Another class of mechanisms that distort the perception of risk is based on people's need to reduce feelings of 
fear and anxiety. The main motivational strategies in this regard are denying and minimizing the risk. The subjective 
minimization of own risk is subjective defensive coping response to the health threat, (Chassin, Presson, & 
Sherman, 1990). Another defensive piece of information of processing strategy is the "false consensus", (Sherman et 
al., 1983). It is the tendency to overestimate the extent that others think and act like person concerned. For example, 
those who practice various conditions nesanogene they perceive as more common and widespread than those who 
do not practice. Individuals that do not consider themselves as being at risk of contacting certain diseases, when 
informed the existence of this risk that they consider less serious, transient and a higher prevalence. 
The existence of so many mediator factors involved in the process  to maintain or change the decision of 
smoking, we believe that is a strong enough argument to support our attempt to design a therapeutic program that 
takes into account the enormous influence that exercising these factors on the decision to smoke or not. 
2. Structure and conduct of the intervention program 
The purpose of the intervention is to demonstrate the role of a transtheoretical approach to smoking cessation. 
2.1. Intervention objectives 
x assessing the stages of change; assessing the addiction level; assessing the change processes; assessing self-efficacy; adapting 
the intervention to the change stage of the student  
x using the decisional balance strategy 
x helping students reflect on the smoking behavior (pre-contemplation stage); ensuring an increase in the motivation to 
quit smoking (the contemplation stage); helping students find adequate alternatives (action stage); providing support for 
the efforts to maintain smoking cessation (maintenance stage) 
x promoting the transtheoretical model of change in addiction therapy programs  
2.2. Working techniques and methods 
Free drawing, self-disclosure, techniques of group debates of pros and cons, worksheets with various themes, 
analysis of hypothetical situations and case studies, role play; methods such as explanation, heuristic conversation, 
brainstorming, exemplification, self-assessment sheets at the end of each session. 
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2.3. Working methodology 
The psychotherapeutic intervention took 14 weeks, including a pre- and post-intervention evaluation. The 90-minute 
sessions were carried out as follows (Table 1.):  
Table 1. Sessions 
Sessions no. 1, 2 and 3 Sessions no. 4, 5, 6, 7 and 8 Sessions no. 9, 10 and 11 
Presenting the participants and 
making them have a positive attitude 
towards the program 
Defining and explaining key-
concepts: legal drug, illegal drug, 
physical addiction, mental addiction, 
abuse, withdrawal 
Becoming aware of one’s own 
nicotine addiction and stages of 
change 
Arguing the principle according to 
which anyone can change if such a 
wish exists, in order to help the 
subjects quit smoking 
Making the teenagers realize and identify the way in which their 
own emotions and feelings influence their thoughts and behavior 
(relation feeling – thought – behavior)  
Developing refusal skills and strategies for various situations 
Increasing and maintaining group cohesion Experiencing 
emotional relief and relaxation with the others; understanding 
the distinction between one’s own identity and the identity of 
others  
Identifying the pressure of the others as a strong factor in the 
decision to smoke 
Becoming aware of and practicing the steps to follow when 
making a decision 
Detecting and analyzing the causes leading to the decision to 
smoke, as well as the motivation and occupational alternatives 
that could accompany the decision to not smoke 
Identifying – by each participant – the personal feelings, the 
needs of the self, as well as the difficulties encountered in the 
process of satisfying the needs 
Becoming aware that smoking is an action/activity without 
important emotional load and without significant importance in 
the hierarchy of personal needs 
Identifying the no-smoking decision with positive models 
Giving the participants the occasion to think 
of the effects of smoking on their life (and of 
other people) and – thus – to change a little 
the teenagers’ perception on smoking 
Making the teenagers aware of the way in 
which advertising influences consumption 
behavior 
Tobacco commercials do not provide 
information on the quality of products, but 
they associate the name and image of the 
product with certain aspects in the life of the 
target-group (e.g. three of young people’s 
aspirations: freedom, joy, group of friends)  
Assessing the impact of the program themes 
on the students and the way in which this 
project facilitated dialogues with parents, 
friends or other persons on these themes.  
2.4. Research variables 
Dependent variables: nicotine addiction, self-efficacy, decisional balance, stages of change 
Independent variables: therapeutic intervention/absence of therapeutic intervention, assessment moment – before the 
intervention (initial test)/ after the intervention (post-intervention test). 
2.5. The instruments used 
x nicotine addiction (mFTQ) (Prokhorov et al., 1998). It consists of seven items evaluated on a 4-point Likert 
scale, except for the last item (7). Quotation is made by summing the scores of each item (min-max 0-13) 
(internal consistency = 0.75). 
x stages of change (Prochaska et. al, 1998: pre-contemplation stage, contemplation stage, preparation stage, action 
stage, maintenance stage. 
x the Decisional Balance Scale (Fave, Velicer, & Prochaska, 1995) contains 20 items which are statements that could 
play a role in the decision to consume tobacco, distributed into two subscales that operationalize two factors: 
advantages of smoking; disadvantages of smoking.  
x self-efficacy and Temptation Scale (Prochaska et al., 1985). It is an instrument consisting of 20 items divided 
into three subscales: negative affect, social/positive, habitual/craving. 
2.6. The group of participants and the research course 
Our sample comprised 40 smokers, students of the Technical University, aged between 18-21, 67% males and 
33% females. First, we applied the evaluation questionnaire for nicotine addiction and the one for stages of change 
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to a number of 90 students. This allowed us on the one hand to identify the smokers and to establish their stage of 
change, on the other. Of the 90 students, 53 (58.8%) were smokers. 40 students agreed to participate to the research 
and 20 students were randomly selected to participate to the counseling program proposed. The other 20 students 
constituted the control group.
Counseling program was conducted over 12 weeks, during the school year 2010-2011, with weekly meetings. 
During these meetings, topics proposed in the intervention program discussed were and students usually received 
tasks for the next meeting. These tasks targeted behavior self-assessment, debating the beliefs and myths about 
smoking, creating posters on various themes related to smoking, information materials, etc.) Therapy was based on 
group dynamics and meetings were conducted in agreement with certain rules (rules of the group) clearly set out 
together. At the beginning of the program, the following tests were applied: stages of change scale, addiction scale, 
self-efficacy scale, and decisional balance scale. At the end of the program, these tests were reapplied in order to 
highlight any differences between the investigated groups (experimental and control).
2.7. Hypotheses 
x The therapeutic intervention has effects on nicotine addiction, decisional balance, stage of change and perceived 
self-efficacy; hence, it is presumed that the completion of the intervention will determine  significant differences 
between the two groups (experimental and control). 
x There are interaction effects between and test-retest variables and the experimental condition on nicotine 
addiction, decisional balance, stage of change and perceived self-efficacy between experimental and control 
group. 
2.8. Research outcomes 
2.8.1. Hypothesis 1 
x Comparing the experimental and control group before the start of the intervention, by using the t-test of 
significance of difference between means for independent samples: no significant differences were found. 
x Comparing the results of the experimental group before and after the therapeutic intervention. Data analysis 
(t-test of significance of difference between means for paired samples) shows significant differences before and 
after the intervention, between the scores obtained for the evaluation of nicotine addiction (T= 3.280, df = 19, p 
= 0.004, p <0.005); for the evaluation of decisional balance – advantages of smoking cessation (t = 31.414, df = 
19, p = 0.00, p <0.05); for the evaluation of decisional balance – consequences of smoking cessation (t = – 
23.323, df = 19, p = 0.00, p <0 05); for stages of change (p = – 7.550, df = 19, P> 0.001); and for perceived self-
efficacy (p= – 2,183, df = 19, p=0,042 , p< 0,005). 
x Comparing the results of the control group between initial and final testing. Statistical analysis (t-test of 
significance of difference for paired samples) of the data showed no significant differences in the scores 
regarding nicotine addiction (t = – 1.453, df = 19, p = 0.163, p> 0.05 ) decisional balance – advantages of 
smoking cessation and thus, decisional balance – consequences of smoking cessation in the control group (t = 
1.00, df = 19, p = 0.330, p> 0.05); stage of change (t = -1.453, df = 19, p = 0.163, p> 0.05); perceived self-
efficacy (t = -1.453, df = 19, p = 0.163, p> 0.05);- 2.183, df = 19, p = 0.042, p <0.005).  
x Comparing the results (final testing) of the experimental and control groups after the therapeutic 
intervention. Statistical analysis (t-test of significance of difference between means for independent samples) of 
the data showed significant differences between the scores obtained after therapeutic intervention in the 
experimental group compared to the scores of the control group concerning nicotine addiction (t = – 2.762, df = 
38, p = 0.009, p <0.05); decisional balance assessment: advantages of smoking cessation (t = 3.795, df = 38, p = 
0.001, p <0.005); and consequences of smoking cessation (t = -5.678, df = 38, p = 0.00, p <0.05); stage of 
change (t = 11.503, df = 38, p = 0.00, p <0.05); perceived self-efficacy (p = 2.747, df = 38, p = 0.009, p <0.005). 
 
2.8.2. Hypothesis 2 (repeated measures ANOVA).  
 
Statistical analysis of the data shows an interaction effect between test-retest and experimental condition on 
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nicotine addiction F (1.38) = 11.935, p = 0.001, p <0.05, on decisional balance – advantages of smoking cessation F 
(1.38) = 986.831, p = 0.00, p <0.05; on consequences of smoking cessation F (1.38) = 533.765, p = 0.00, p <0.05; on 
stage of change F (1.38) = 28.928, p = 0.00, p> 0.05; and on perceived self-efficacy F (1,38) = 4.768, p = 0.035, p 
<0.05. 
3. Conclusions 
The inclusion of smoking cessation process within the broader framework of learning processes and the 
increasing number of researches on this phenomenon in the academic setting represent the reason for which we have 
approached the process of smoking cessation behavior modeling as a form of learning and of adult education, eventually.  
Our data indicate inefficiency of classical intervention programs that are designed either for primary prevention, 
and thus have no effect on student smokers only addressed prior action subjects ignoring the characteristics of 
subjects in the lower stages. In this way classical programs for smoking cessation are virtually ineffective if students 
are in pre-contemplate and contemplate stages. The proposed program by us folds better characteristics and needs of 
student smokers in these stages 
   Research results into a record that in the university is needed a transtheoretic program of changing addictive 
behaviors. Perceived self-efficacy and decisional balance awareness, leading the students exhibiting harmful 
behavior - smoking, to evolve towards higher stages of changing and make efforts to reduce the need to consume 
nicotine.  
The final conclusion is that, accordance with data obtained by us would be necessary a change of strategy in 
tobacco prevention and cessation behavior to students, giving the declarative strategy and approaching a formative 
strategies (procedural) to develop skills of resistance, in face of the group pressure, in face of temptations, assertive 
communication, replacing of pathogenic behavior with sanogenous one, incompatible with the first but with the 
same function. 
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